Introduction
Vision 2020: the Right to Sight is the joint program of the WHO and the International Agency for the Prevention of Blindness (IAPB) for elimination of avoidable blindness. Since cataract is the leading cause of blindness throughout the world (1), the goals of this program include increasing the number of cataract surgeries and enhancing their quality to achieve satisfactory visual acuity and vision related quality of life in affected patients (2) . Cataract surgical rate (CSR) or the number of cataract surgeries per million per year, is one of the WHO indicators for quantifying cataract surgical services (3) . It is affected by the age structure of the population, the incidence and prevalence of cataract, and the visual impairment threshold for cataract surgery (4) . WHO recommends a CSR of 3,000 as the minimum necessary (3) , and the global target is 2,000-5,000 (5) . According to an Iranian national survey, the CSR in 2005 was 1,331 (6) , and lagged far behind the recommended minimum or even the minimum global target. In light of improved facilities and surgical equipment in recent years, it was expected this rate to have improved as well. Thus, the survey was repeated for the 2006-2010 period to determine the percentage improvement and the percentage increase required to close the gap. Knowledge of this trend is an essential element for health planning and policy making. Since overall CSR changes did not reflect non-homogenous changes throughout the country, the aim of this report was to describe five year CSR changes on a provincial level which is the first level of subdivisions, and examine the rate of CSR increase or decrease in 2010 compared to 2006 in each province.
Materials and Methods

Study design
In Iran, provinces are the first level of national subdivisions. Each province is further subdivided into counties which are comprised of districts, and each district has one or more cities and/or one or more rural agglomerations. Every province has a capital city which is known as the focal political, economic, cultural, geographic, and social center of the province. In this retrospective study, which is part of the cross-sectional 2011 CSR survey in Iran, sampling was done from the capitals of all 30 provinces as well as other cities that had cataract surgical centers. The samplings team was trained by an ophthalmologist to familiarize them with surgical records and data extraction before commencing the study. First, a list of all cataract surgical centers by province was obtained from the Ministry of Health, Treatment, and Medical Education. Sampling was done after identifying all surgical centers capable of accommodating eye surgeries, and 110 centers were selected in the study. Inclusion criteria were cataract surgery being recorded in the patient charts and the charts being complete.
Sampling and Statistical analysis
To calculate the 2006 and 2010 CSR in the selected surgical centers, a random week was picked in each season for each surgical center after excluding the first two weeks of the year which are a national holiday, and all records of surgeries performed during these weeks were reviewed. The total number of surgeries done in these 4 weeks was multiplied by 50/4 (12.5) to represent the total annual number of surgeries in a given center. Coefficients for major (>3,000 annual surgeries) and minor centers (<3,000 annual surgeries) were computed separately for each province based on the number of centers randomly selected for the study from each province. 
Ethical notes
This study was done retrospectively using data in patient charts. Extracted data did not include personal identifiers; they were coded and confidentiality was observed. All study stages were in accordance with the Declaration of Helsinki. 2006 data was not available for Zanjan, Kohgiluyeh and Boyerahmad, and Ilam provinces. * These provinces had no major center (more than 3,000 surgeries annually).
Results
CSR decrease was more than 10% in 6 provinces (22.2%) and less than 10% in 2 provinces (7.4%). CSR increase was more than 10% in 3 provinces (11.1%) and less than 10% in 15 provinces (55.5%). In two provinces -Booshehr and Kurdistan -CSR showed no change despite an increase in the number of cataract surgeries.
Discussion
The objective of this study was to show the trend of change in each province and identify high risk zones. Globally, cataract is responsible for 51% of all cases of blindness around the world, and 49% in the eastern Mediterranean Region (7). Factors affecting this variation include the incidence and prevalence of cataract, the CSR, the cataract surgical coverage, and visual outcome of cataract surgery (8) . Studies in various populations have reported decreased vision related quality of life (VRQoL) among cataract patients (9-11), and in developing countries, cataract is responsible for disability adjusted life years (DALYs) of over 90% (12) . This is while cataract surgery can improve VRQoL quite tangibly (13) (14) (15) . In developed countries, the onset of cataract is after the age of 50 years, but in developing countries, the onset may be two decades sooner (16) . These facts, along with the rapid aging and increased life expectancy in the Iranian population necessitate more effective preventive strategies. CSR is an indicator to quantify provision and uptake of eye care services which depends on the supply and demand system and shows a matrix of these two indices (17) . In Iran, the reported incidence of cataract was 19.1% in 2006 (18) , and the CSR was 1,331 (6); although it had increased by more than 153% compared to year 2000, it greatly lagged behind the 3,000 minimum recommended by the WHO (19) . It is revealed that CSR had significantly increased by 2010, but the trend has not been consistent, and in some areas, there is evidence of decreased CSR. This is while life expectancy has increased by one year, median year has increased by 3.5 years, and the over 50 population has increased by over 2.6 million over the same period (20). There was ±10% change in 6 provinces which is probably the result of sampling variance. Six provinces showed a descending CSR trend. Among these, 5 provinces (Sistan and Baluchestan, Qazvin, Ardabil, Khuzestan, and Kermanshah) had 3,000+ CSR despite a decrease. In North Khorasan, CSR was less than 3,000 in 2006, and after a 60% decrease, it has reached an even worse level in 2010. On the other hand, 4 of the provinces that showed increased CSR (Golestan, Hormozgan, Chaharmahal and Bakhtiari, and South Khorasan) lagged behind 3,000 despite the improvement. Barriers to cataract surgery include high surgery costs and unaffordability (21, 22) , old age and inability to tolerate surgery, surgery waiting time (23), adjusting to low vision and unwillingness to improve it (24), unawareness, fear of surgery, comorbidities that contraindicate surgery (25) , also lack of a companion (26) . A population-based study in Iran has shown that the most important barriers to surgery are unawareness of treatment followed by misperceptions about the proper time for surgery and sufficiency of monocular surgery (27) . These barriers are all simply categorized as availability, affordability, accessibility, and acceptability (28) . Since the barriers to cataract surgery have not been studied locally in the abovementioned provinces, we cannot comment on the reasons for decreased CSR in these provinces. There is at least one university and one private cataract surgical center. Possible explanations include an insufficient number of phaco machines which is the most popular surgical method, performing old methods of cataract surgery such as extracapsular and intracapsular cataract extraction which are more time consuming compared to phaco, an insufficient ophthalmologist/patient ratio, long waiting times and seeking care in other provinces, and the increase population of the elderly (25-34%) over this five year period. In 2010, we had 1,750 ophthalmologists for our total population of 75 million and over 50 population of 12.4 million; i.e. one ophthalmologist per 7,085 individuals over 50 years of age (20). In 2006, we had 615 ophthalmologists for our total population of 71 million and over 50 population of 10 million; i.e. one ophthalmologist per 15,877 individuals over 50 years of age (20). Thus, despite the considerable increase in the number of ophthalmologists during this period, accessibility is still an issue. Besides, ophthalmologists need to be distributed more evenly throughout the nation, and their concentration in some provinces should be reduced, because irregular outreach is one of the causes of CSR inequality in different areas.
In terms of affordability, although the total health expenditure has had 72.4% increase during this 5 year period, the increase was 60.8% in the public sector and 81.5% in the private sector; the greater proportion in the private sector was out of pocket expenditure which had increased by 98.9% (29). Unfortunately, we do not have expenditure data exclusive to vision health, but the overall changes suggest that the public sector, including the Ministry of Health and the Social Security Organization, needs to play a bolder role. Provinces facing decreased CSR have university hospitals affiliated with the Ministry of Health, but the problem in service delivery may be due to insufficient numbers of ophthalmologists and phaco machines. Surgical centers affiliated with the Social Security Organization are either non-existent in these provinces, or there are very few of them. This is while basic health insurances form the principal health insurance coverall throughout the nation, and the coverage provided by private companies and non-profit institutions serving households is limited.
Another suggestion is to involve ophthalmology residents in cataract operating rooms from their first year of their residency. According to the current curriculum, residents in Iran begin their surgical training in the second year (30) . In the United States, 75% of first year residents attend the operating room as assistants, and 40% of them have the opportunity to perform a primary surgery in the same year; only 38% of residents do their first surgery in their second year of residency (31) . To our knowledge, acceptability and its determinants have not been studied in Iran, but factors such as ignorance about the visual outcome of surgery, adjusting to reduced vision, unawareness of the complications of untreated cataract, lack of companion, presence of comorbidities, and poverty can reduce acceptability. However understanding barriers and their negative impact on CSR in these provinces requires regional studies. Bias in this descriptive study would be selection bias which is minimized and close to zero owing to the distribution throughout the country and random selection of the weeks. As stated, underestimation is likely, but since we're studying the trend, that should not be a serious issue.
Conclusion
29.6% of our provinces show a descending trend in CSR, and they require timely planning and measures to improve the situation and reach the minimum recommended by the WHO. A trend towards improvement was observed in 66.7% of provinces, however, health managers need to consider that the increase needs to be proportionate to the percentage increase in the over 50 population, just as we found no change in CSR despite higher numbers of cataract surgery.
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